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HEALTH Medical Plan Selection Form

. CONN ECT (To be submitted with Application Form 205INFA)
Find the plan that's right for you.

Want help with costs?
STOP! This is the wrong application for you. This application is only for Vermonters who do not get coverage through
their jobs and do not want to find out if they qualify for financial help. An individual earning up to $47,080 or a family of
four earning up to $97,000 may qualify for financial help. To see if you qualify for help, visit VermontHealthConnect.gov
or call 1-855-899-9600.

Note: Please consult Vermont Health Connect’s plan comparison brochures, the insurance companies’ Summaries of
Benefits and Coverage (SBC), and VermontHealthConnect.gov to be sure you are clear on the plan details before making
your selection. For a free copy of an SBC for one or more of the Qualified Health Plans (QHPs), please call BlueCross
BlueShield of Vermont (1-800-247-2583) or MVP (1-800-TALK-MVP).

CONTACT PERSON

Please print the name of the adult from Step 1 of your “Application for Health Coverage.”

FIRST AND LAST NAME (PLEASE PRINT): SSN (Last 4 digits): XXX-XX-

MARITAL STATUS: DATE OF BIRTH (MM/DD/YYYY):

Marital status: M-Married, NM-Never Married, W-Widowed, LS-Legally Separated, SEP-Separated, D-Divorced, DP-Domestic Partner, CU-Civil Union

Step 1: please choose your tier by checking the circle to the left.

VT Rate Tier VT Tier Title Definition — Individual Medical

Tier | Single One person — the subscriber (may be an adult or a child)

. Two persons who are married to each other or are in a civil union,
O  Tiern Couple

according to the rules of Vermont

Single Head of Household , .
One adult subscriber and one or more dependent child(ren), under

Tier lll HoH) with one or more
O ( ) ) the age of 26
children
O Tier IV Family Couple* with one or more dependent children, under the age of 26

* As defined in Tier Il
NOTES FROM VERMONT DEPARTMENT OF FINANCIAL REGULATION (DFR):

* Children age 26 and over may be covered if deemed incapacitated dependents.

¢ Dependent children include: biological children, adopted children, step-children, and children for whom
subscriber is legal guardian.

* Individual market spouse and/or dependents may enroll in their own unique QHPs (e.g., dad selects BCBSVT Gold
and mom selects MVP Bronze) but, if using paper application, must fill out separate applications.
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Step 2: Please choose one plan by checking the circle to the left. If choosing multiple plans, use another set(s) of forms.

Medical Plan ‘ Tier ‘ Premium ‘ Medical Plan ‘ Tier Premium
Single $ 656.63 Single $660.42
) Couple $1,313.26 ) Couple $1,320.84
(O | BCBSVT Platinum HoH $1.267.30 (OO | MVP Platinum HoH $1274.61
Family $1,845.13 Family $1,855.78
Single $573.36 Single $588.71
Couple $1,146.72 Couple $1,177.42
O) || EESArEsE HoH $1,106.58 O || R sl HoH $1,136.21
Family $1,611.14 Family $1,654.28
Single S 484.49 Single S 493.38
) Couple $968.98 ) Couple S 986.76
(O | BCBSVT Silver HoH S 935.07 O | MVP Silver HoH $ 952.22
Family $1,361.42 Family $1,386.40
Single S 409.17 Single S 392.45
O | BeasvT Bronze* Couple S 818.34 O | MvP Bronze* Couple S 784.90
HoH S 789.70 HoH S 757.43
Family $1,149.77 Family $1,102.78
BCBSVT Silver Single S 468.90 Single S 468.05
O CDHP Couple $ 937.80 O MVP Silver HDHP | Couple $ 936.10
Can pair with Health | HoH $ 904.98 Can pair with HSA | HoH $ 903.34
Savings Account (HSA) g2 ity $1,317.61 Family $1,315.22
Single S 406.84 Single S 380.71
a EEE‘SPVI Bronze  Feoyple $ 813.68 5 HMS/:PB;”Z‘E Couple $ 761.42
Can pair with HSA HoH © Bl Can pair with HSA HoH © TRATT
Family $1,143.22 Family $ 1,069.80
Single $ 531.33 Single S 574.85
o BCBSVT Blue Couple $ 1,062.66 o MVP VT Vitality Couple $1,149.70
Rewards Gold HoH S 1,025.47 Plus Gold HoH $1,109.46
Family $1,493.04 Family $1,615.33
Single $ 465.16 Single $ 476.39
O BCBSVT Blue Couple $ 930.32 o MVP VT Vitality Couple $ 952.78
Rewards Silver HoH S 897.76 Plus Silver HoH S 919.43
Family $1,307.10 Family $1,338.66
BCBSVT Blue Single S 506.32 o Single S 391.36
Rewards Gold Couple $1,012.64 MVP VT Vitality Couple S 782.72
O | conp * HoH $ 977.20 O | Plus Bronze* HoH $ 755.32
Can pair with HSA | Family $1,422.76 Family $1,099.72
BCBSVT Blue Single S 401.92 Single S 510.53
O Rewards Bronze | Couple S 803.84 o MVP VT Vitality Couple $1,021.06
CDHP * HoH S 775.71 Plus Gold HDHP* HoH S 985.32
Can pair with HSA | Family $1,129.40 Family $1,434.59
Single S 229.41 Single S 264.08
BCBSVT Blue Couple $ 458.82 MVP Secure VT Couple $ 528.16
(O | Rewards HoH S 442.76 (O | (Catastrophic) * HoH $ 509.67
Catastrophic * - -
Family S 644.64 Family S 742.06

(O | I decline medical coverage.
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*Please note: Bronze and catastrophic plans have the potential for significant out-of-pocket costs in addition to the monthly
premium. Catastrophic plans can only be purchased by people who either 1) will be under 30 years old when their plan year begins,
OR 2) meet unaffordability or hardship criteria. People 30 years old and over cannot use this application to apply for catastrophic
plans. Instead, visit VermontHealthConnect.gov and click on “How to Apply for an Exemption” or call 1-855-899-9600.
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Step 3: Please list the members of the family who will be insured on the medical plan.
*Please note: All members on this plan should also be included in the “Application for Health Coverage.”

Relationship to Name Date of Birth
Contact (mm/dd/yyyy)
Self

Spouse/C.U.
partner

Dependent

Dependent

Dependent

Dependent

Dependent

Dependent

Step 4: Please write the month in which you would like coverage to begin.

Month: (should be at least one full month from application date, if using paper application)

Step 5: Please tell us how you heard about Vermont Health Connect.

(O Employer O Mail
(O Friends/Family (O News
(O Internet (O Other:

Step 6: Read and sign this form.

I understand that | have not provided any financial information to Vermont Health Connect to determine eligibility for
financial assistance. | understand that, by signing this document, | am enrolling in a health care plan and have not
applied for financial help to pay for this plan. | have reviewed the Summary of Benefits and Coverage for my plan and
understand its terms and conditions.

Signature Date (mm/dd/yyyy)

Mail completed and signed form to:

Vermont Health Connect, 280 State Drive, Waterbury, VT 05671-8100
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